. It commonly occurs in medicine that the less known about a disease state, the more names are given to it. Does the trend to use 'unstable angina' as a replacement for all the above reflect a significant improvement in our understanding of this condition?
Authors interested in this syndrome have long recognized the problem of the semantics. Regardless of the term they selected, they have tried to define their patients according to a set of criteria (Gazes Received 14 July 1975 Miller et al., 1973; Conti et al., 1973; Fischl, Herman and Gorlin, 1973) . These included some or all of the following: (1) a change in the character of the chest pain, usually involving an increase in severity and/or frequency; (2) occurrence of angina at rest; (3) recent onset of angina; (4) occurrence of an episode of prolonged chest pain that results in admission to the coronary care unit to rule out myocardial infarction; (5) occurrence of recurrent prolonged episodes of chest pain lasting more than 15 or 20 minutes; (6) angina, resistant or incompletely relieved by nitroglycerin; (7) absence of any evidence of precipatating factors for the change in the anginal pattern; (8) documentation of electrocardiographic ST-T abnormalities suggestive of ischaemia, concomitant with the chest pain; (9) documentation of absence of serum enzyme increase to levels indicative of myocardial infarction; and (10) demonstration of 'critical lesions' (more than 70% luminal narrowing) in at least one major coronary artery.
The population of patients with this syndrome has varied from one study to another, depending on the set of criteria required for qualification. Some investigators subdivided their patients into several subgroups using personalized sets of criteria for each subgroup (Gazes et al., 1973; Bertolasi et al., 1974) . Consequently, the presently available information relates to a wide spectrum of cases, yielding conflicting and paradoxical findings leading to controversy and uncertainty about the management of this syndrome. For example, the rate of progression to myocardial infarction varied from 13 per cent within one year (Krauss, Hutter, and DeSanctis, 1972) to 41 per cent within 3 months (Vakil, 1964) . Mortality of patients treated medically varied between 5 per cent in 8 months in one subgroup (Bertolasi et al., 1974) and 43 per cent in one year (Gazes et al., 1973) in another subgroup. Surgical mortality also varied between O (Auer et al., 1971 ) and 22 per cent (Conti et al., 1973) .
There is no question that these apparent discrepancies are, at least in part, related to the problem of semantics and definitions. It may be advisable to select one general term to refer to this syndrome. The trend seems justifiably to be in the direction of the term 'unstable angina'. However, it is crucial to define accurately the various subgroups that could be included under this term.
Why is unstable angina a better term than the others? Preinfarction angina and impending myocardial infarction are somehow misleading because it is well established that only a relatively small percentage of patients presenting with the various forms of this syndrome progresses to myocardial infarction. Coronary failure and acute coronary insufficiency are also inappropriate because they do not distinguish between this syndrome, stable angina, and myocardial infarction where coronary insufficiency may be the basic pathophysiology. Status anginosus seems to imply persistent continuous anginal pain, rather than recurrent episodes and, therefore, does not describe the usual presentation of these patients. Crescendo angina may describe a subgroup of the unstable angina population but would not apply to the majority because a crescendo pattern is not always present. The intermediate coronary syndrome is a reasonably good term though not entirely self-explanatory; however, unstable angina is more descriptive and, in view of its current popularity, might be a better choice.
The term 'unstable angina' has two important disadvantages. First, some may take it literally and might be tempted to include all angina of recent onset including the mild or moderate effort angina under this terminology, on the basis that these patients now have angina which they did not have three months ago, therefore they are unstable. 
Discussion
Why is there the current interest in unstable angina? In a recent study on the prodromata of acute myocardial infarction, it was noted that about 60 per cent of the patients presenting with acute myocardial infarction, gave histories of symptoms reminiscent of 'unstable angina' within 8 weeks of the infarction (Solomon, Edwards, and Killip, 1969) . If these patients could be identified before the onset of necrosis and appropriate management instituted, it is conceivable that mortality from coronary heart disease might be further reduced. On the other hand, regardless of the criteria used in the selection of patients, it is now generally agreed that 'unstable angina' has a more serious prognosis and higher mortality than the stable phases of the disease.
Why subdivide the patients with 'unstable angina' into different subgroups? Many authors have long recognized that the syndrome of intermediate severity between stable effort angina and myocardial infarction included patients with variable clinical presentation and different prognosis. Resnik (1962) divided his cases of 'pre-infarction angina' into those with known predisposing factors and those with no apparent precipitating cause, and stressed the prognostic implications of the clinical presentation. Krauss et al. (1972) recognized that in their patients with 'acute coronary insufficiency' those who had recurrent episodes of prolonged chest pain had a more serious prognosis; also patients with recent onset of angina had a more favourable prognosis when compared to those with a history of previous stable angina. Gazes et al. (1973) divided their patients into a high risk group and a lower risk group and recognized specific clinical criteria which differentiated between these two groups. Bertolasi et al. (1974) divided their patients of unstable angina into one group that they categorized as 'intermediate coronary syndrome' who had recurrent episodes of prolonged chest pain, another group they labelled 'progressive angina' where worsening of symptoms occurred in patients with stable angina, and a third group they referred to as 'post-myocardial infarction angina'. These authors also described a significant difference in the prognosis and therapeutic results between these subgroups. It is, therefore, clear that 'unstable angina' encompasses patients with syndromes of varying severity and prognosis. Any study oriented at assessment of therapeutic results in this condition should take this point into consideration. Results from available studies may not be comparable because of the lack of homogeneity in the criteria used to select and group patients.
The need for evaluation of results of therapy of 'unstable angina' (medical versus surgical) in comparable groups of patients selected on the basis of similar criteria and distributed randomly to each modality of treatment has been recognized (Conti et al., 1975 
